A syndrome of progressive painful ophthalmoplegia due to involvement by a non-specific inflammatory process of structures traversing the superior orbital fissure is being more widely recognized (Hunt, Meagher, Lefever, and Zeman, 1961; Lakke, 1962; Smith and Taxdal, 1966; Cheah and Ransome, 1970) . Knowledge of the underlying pathological process is scanty and stems largely from morbid anatomical findings in a single case (Tolosa, 1954) . The purpose of the present paper is to emphasize the diverse nature of this syndrome, the place of contrast radiography including orbital venography in diagnosis, and the effectiveness of corticosteroids in treatment. The problem of differential diagnosis is discussed and on the basis of this report it is suggested tentatively that the Tolosa Hunt syndrome, so-called, has features in common with orbital pseudotumour; these two conditions might usefully be regarded as local variants of a common pathological process. (Symonds, 1927; Jefferson, 1937) . The differential diagnosis includes cavernous sinus thrombosis, ophthalmoplegic migraine (see Brugghen, 1955) , and diabetes mellitus. A variant of this clinical syndrome, characterized by spontaneous remission and subacute onset, had been recognized previously by Collier (1921) Hunt et al. (1961) described six patients with episodic retro-orbital pain accompanied by ipsilateral ophthalmoplegia. Carotid arteriography failed to show any aneurysm and two patients in this series improved with administration of corticosteroids.
Conspicuous features of the present case, in both hospital admissions, were the unilateral orbital pain, ipsilateral swelling of the optic disc, and diminished visual acuity. Although present initially, ophthalmoplegia was both transient and partial. No trigeminal sensory loss was found. Hence, with failure to demonstrate an aneurysm, clinical suspicion on the first admission turned towards an inflammatory or granulomatous process affecting the orbit. The radiological evidence of a space-occupying abnormality in the middle fossa suggested that this inflammatory process might not be confined to the orbit. Of the 16 cases of orbital pseudotumour described by Jellinek (1969) vision was affected in eight and minor degrees of ventricular displacement were present on pneumoencephalography. Six patients in Jellinek's series received corticosteroids and all showed improvement. Similar clinical and therapeutic findings in orbital pseudotumour have been reported elsewhere (Coop, 1961; Mortada, 1965) . Thus, a diagnosis of orbital pseudotumour responding to dexamethasone seemed probable after our patient's first admission to hospital. Cessation of steroid treatment was followed by a recurrence of previous symptoms but with more severe loss of vision accompanied by a scotoma and optic disc oedema. Repeat carotid angiography showed narrowing of the supraclinoid and to a lesser extent the intracavernous portion of the internal carotid artery (Fig. 1) . Such narrowing of the carotid artery accords well with the radiological changes described by Tolosa (1954) in his original report. Orbital venography disclosed an intraorbital obstruction of the superior ophthalmic vein with failure to fill the cavernous sinus (Fig.  2) . Similar findings occur in orbital pseudotumour investigated by venography (see McNulty, 1969) but cannot be considered diagnostic.
Of interest in this case is the occurrence of features both of orbital pseudotumour and the clinical picture described by Tolosa (1954) and elaborated by Hunt et al. (1961) . The Tolosa Hunt syndrome appears to be a unilateral, selflimiting or relapsing affection of structures traversing the superior orbital fissure. However, optic nerve involvement has also been described in a few cases of the Tolosa Hunt syndrome, although not accounted for (Hunt et al., 1961; 0ther, 1967) . In one previous report (Milstein and Morretin, 1971 ) of the use of orbital venography in the investigation of a superior orbital fissure syndrome the radiological abnormalities closely resembled those found in the present case and venous return to the cavernous sinus was restored after corticosteroid treatment. It seems reasonable to conclude that in the present case there was an intraorbital extension of the granulomatous process which arose in the region of the cavernous sinus or superior orbital fissure and that this was sufficient to cause the disc swelling, transient proptosis, and impairment of visual acuity. The radiological findings (Figs 1 and 2) are entirely consistent with Tolosa's (1954) observations and provide clear support for the idea that a localized granulomatous process is responsible. Although this report casts no fresh light on pathogenesis, evidence of clinical overlap between the Tolosa Hunt syndrome and orbital pseudotumour emerges; these two unusual but anatomically closely related disorders also have pathological features in common and responsiveness to corticosteroids.
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